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ABSTRACT 
 
 
The World Health Organization (WHO) in 1995 described obesity as a chronic 
disease and one of the most important public health threats and in 2000 reported obesity as 
a “global epidemic.”  The numbers of obese children are increasing in society; moreover, the 
onset of obesity is occurring at even a younger age than in the past. The prevalence of 
pediatric obesity is staggering and interventions need to be developed to decrease the risk 
for chronic and related psychological diseases.  
The objective of this project was to provide education on utilization of a tool kit to 
increase the nurse practitioner (NP) participants’ knowledge base in regards to pediatric 
obesity prevention, recognition, and treatment. As the pre-intervention, a questionnaire 
was distributed to the participants to measure their knowledge of childhood obesity. An 
educational session was provided and then the participants utilized a tool kit in their 
clinical practice. After a two-month period the Project Director met with the participants 
and distributed the same questionnaire to determine if participant knowledge, skills and 
perceptions changed after adopting the tool kit principles into their practice.  Data analysis 
was completed utilizing an analysis of both the mode and median for each question to 
determine whether or not there was a change in the pre and post-intervention responses. 
An analysis of pre and post-frequency distributions was completed to determine the 
direction and extent of that change.  Statistical significance of each change was tested 
utilizing the Mann-Whitney U-Test.  Mode, median, and statistical significance were 
calculated utilizing Excel. Post-intervention participants reported that children would not 
outgrow being overweight, and identified that a significant barrier to pediatric obesity 
treatment was not the patient, but lack of preparation on the part of NPs. The results 
supported that increased knowledge did translate into improved treatment practices in the 
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ambulatory care setting. As more NPs are prepared to recognize, prevent, and treat 
pediatric obesity, the health of our children will improve significantly.
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Introduction 
Nature of the Problem 
 There are 23 million children and adolescents in the United States (US) alone that 
are either obese or overweight (Green, Riley & Hargrove, 2012).  Surveys from 144 
countries suggest that as many as 43 million preschool children are overweight and obese 
and 92 million are at risk for becoming overweight (De Onis, Blossner, & Borghi, 2010).  Raj 
(2012) reports that the worldwide prevalence of overweight and obese children increased 
from 4.2% in 1990 to 6.7% in 2010, and that this trend is likely to continue with the 
prevalence expected to reach 9.1%, or 60 million children by 2020.   
 Obesity is a disorder that has various underlying causes, including genetic, 
environmental, nutritional, and cultural factors (Grundy, 1998).  The Health Policy Tracking 
Service (2008) found that there are a greater percentage of adolescents from families living 
in poverty that are obese (23%), compared with those families of a higher socioeconomic 
status (14%).  Studies suggest that childhood obesity has increased due to the changing 
lifestyles of families; children are spending increased hours of inactivity due to television, 
video games, and computers, which is replacing outdoor games and other social activities 
(Singh & Sharma, 2005; and Sobko et al, 2011).  Research has also shown inadequate sleep 
patterns may also play a part in the obesity epidemic in children (Snell, Adam, and Duncan, 
2007; Patel & Hu, 2008; and Taveras, Rifas-Shiman, Oken, Gunderson, & Gillman, 2008).  
Background of the Problem 
Pediatric Obesity 
Childhood obesity poses a serious threat to the health status of the nation. An 
increasing emergence of sedentary lifestyles and diets of convenience, often with poor 
nutritional value, are thought to be causing this rapid decline in pediatric health. The WHO 
(2012), reports that obesity rates among children of all ages are dramatically higher than 
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they were a generation ago and the number of obese and/or overweight youths have more 
than tripled has since 1981. 
Physical activity and a low fat, high fiber diet remain the cornerstones of obesity 
prevention and management for America’s youth. Obese youth are less physically active 
than their non-obese peers and spend more time in sedentary pursuits such as watching 
television and using other electronic media (Hills, Anderson, and Byrne, 2011).  Green and 
Reese (2006) discussed the current status of physical education programs across the 
nation: only 3.8% of elementary schools, 7.9% of middle schools, and 2.1% of high schools 
provide daily physical education. In contrast, The National Association for Sport and 
Physical Education (2005) recommends that school aged children should be required to 
take part in 150 minutes of activity per week and middle and high school students children 
should be required to take part in 225 minutes per week of physical education. 
Approximately one-third of the youth aged 2-19 years are overweight or are at risk 
for becoming obese (Ogden, et al, 2006). The widespread prevalence of pediatric obesity is a 
great social concern given that overweight youth are at risk for a wide range of problems, as 
well as difficulties in psychosocial functioning.  Studies found that on average, youth who 
are overweight have a lower health-related quality of life (Schwimmer, Burwinkle, & Varni, 
2003) and often these youth have lower self-esteem compared to children of normal weight 
(Epstein, Meyers,  & Anderson, 1996). 
Family Involvement 
With the increase in the pediatric obesity rate there has been an interest in the role 
of parents in the etiology and prevention of this complex issue.  Studies of weight loss in 
childhood concluded that strong parental support is essential for successful weight loss and 
parental adherence to the treatment regimen was a significant predictor of weight loss in 
the obese child (Barlow & Dietz, 1998; Blom-Hoffman, 2004; and Rich, 2004). In addition, 
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an association between parental involvement in treatment of pediatric obesity and initial 
weight loss was found (Kirschenbaum, German, & Rich, 2005; and Steele, Steele, & Hunter 
2009).   
Ihmels, Welk, Eisenmann, and Nusser (2009) developed the Family Nutrition and 
Physical Activity (FNPA) screening tool, which assessed the family environmental and 
behavioral factors that influence the children’s risk for becoming overweight. The FNPA 
screening tool is an instrument that considers a variety of behaviors, such as diet, physical 
activity, inactivity, sleep patterns, and family structure. The analysis identified 10 primary 
factors that were positively associated with children becoming overweight or obese. These 
included: 1) breakfast and family meals, 2) modeling of nutrition, 3) high calorie beverages, 
4) restriction and reward, 5) parent modeling of physical activity, 6) child’s physical 
activity, 7) screen time, 8) television in the bedroom, 9) sleep, and 10) a routine schedule.  
Behavioral Modalities 
Clinical practices for the treatment of pediatric obesity include reduced caloric 
intake, increased physical activity, behavioral modification, attention to motivation and 
readiness to make changes in lifestyle. Successful behavioral strategies include reward 
systems, telephone and email based behavioral interventions, and multi-focus treatment 
that included behavioral counseling, nutrition education, encouraging greater physical 
activity, and parent training focused on child health behaviors (Luzier, Berlin, and Weeks, 
2010).  
Epstein, Paluch, Beecher, and Roemmich (2008) developed the Traffic Light Diet. 
This model calls for children to consume between 1,000 and 1,500 calories per day. They 
are encouraged to eat many “green” foods, such as fruits and vegetables, which are high in 
nutrient density and low in energy density. Participants are cautioned to consume only 
moderate amounts of “yellow” foods, which are slightly higher in energy density, including 
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grains, dairy, and proteins. Finally participants are encouraged to abstain from “red” foods 
(fats, oils and sweets), which are high in fat and sugar, high energy density, and low nutrient 
density foods.  
During review of behavioral treatment modalities, children who were encouraged to 
eat healthy foods were more successful than those that were discouraged to eat unhealthy 
foods (Epstein, Paluch, Beecher, and Roemmich, 2008).  Research also demonstrated that 
obese children lost more weight when they were reinforced for positive behaviors, such as, 
eating healthy foods and becoming more active (Luzier, Berlin, and Weeks, 2010).  
Significance of the Problem 
Significance of Pediatric Obesity to Advanced Practice Nursing 
Unfortunately, many NPs often do not know how to initiate sensitive conversations 
about weight with their young patients and families.  Many times these conversations do 
not occur until the child develops complications from obesity.  Hessler and Siegrist (2012) 
found that 51% of nurse practitioners surveyed believed that children sometimes outgrow 
their overweight/obesity. However, historical studies reported that being overweight or 
obese in childhood leads to obesity as an adult (Goran, 2001) and the most reliable 
predictors of overweight at age 11 was being overweight at age nine (Dwyer, et al, 1998). It 
is apparent that treatment of pediatric obesity needs to begin as early as possible, as soon 
as overweight is recognized in the child.  
Occasionally the provider’s own personal bias may delay the early interventions 
that are necessary to prevent health deterioration. Jay, et al, 2009 found that 45% of 
physicians agreed that they had a negative reaction to the appearance of obese individuals 
and only about half felt they were qualified to treat obese patients. However, 90% of these 
respondents felt that obesity was a treatable condition. This study found that often 
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providers do not counsel obese patients in a timely manner and their attitudes toward the 
condition of obesity may be a contributing factor.  
In general, primary care providers report a low confidence level in managing 
pediatric obesity. In one study, twenty percent of 1,243 physician participants rated 
themselves as either not at all or slightly comfortable in treating pediatric obesity (Jelalian, 
Boergers, Alday, & Frank, 2003).  Similarly, another study found that only 12% of 356 
pediatricians reported high self-efficacy in managing obesity (Miller-Perrin, Flower, Garrett, 
& Ammerman, 2005). Nearly all respondents reported that they were in need of better 
counseling tools to guide patients and their families toward a healthier lifestyle. In addition, 
pediatricians reported counseling patients and families on behaviors they perceived as easy 
to change and avoided those they perceived as unfeasible (Wright, Black, & Strunin, 2009).  
  Many providers (physician and NP) still do not regard childhood overweight and 
obesity as a priority diagnosis, or even a true disease (Benson, Baer, & Kaelber, 2009). 
Research suggests that less than 20% of pediatricians assess the BMI of children (Caprio & 
Genel, 2005) and many providers generally do not feel competent in addressing obesity in 
children (Freedman & Stern, 2004). Reasons for this may be that personal characteristics of 
the practitioners such as his/her own weight, eating habits, and exercise habits may 
influence the approach and management of obesity. 
The aforementioned studies demonstrate that there is uneasiness within the 
nursing and medical profession when it comes to addressing obesity in children and often 
the problem is addressed only when significant medical complications begin to occur.  As a 
result, the rate of pediatric obesity is high and continues to increase at an alarming pace 
(Green, Riley & Hargrove, 2012; and Raj, 2012).  
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Significance of Pediatric Obesity to the Ambulatory Care Setting  
Healthcare costs are soaring and access to care is often difficult to attain. There are 
more than 47 million people in the United States who lack health insurance (Basler, 2007). 
It is anticipated that increasing access to primary care through the Patient Protection and 
Affordable Care Act (PPACA) will likely lead to an increase in the number of retail clinics 
across the United States and may even create a need for primary care services to be offered 
within the retail clinic setting. Retail clinics are also expected to account for 10 percent of 
the non-primary care outpatient visits within the next three years (Viebeck, 2013). 
While the retail care clinic industry agrees that patients should have a medical 
home, the stark reality is that many Americans do not.   Thus the retail clinic often becomes 
the patient’s primary provider of care. The industry standard is to discourage this behavior 
and instead emphasize at every visit the need to find a primary care provider (PCP).  
However, the patient often states that they feel “comfortable” and have no desire to seek 
care elsewhere. Providers in a retail clinic are fast recognizing that they may provide the 
only healthcare that a patient will receive, and this is of particular concern when children 
are involved. Considering this proclivity and the rapid increase of pediatric 
overweight/obesity in the United States, it is becoming more apparent that prevention, 
recognition, and treatment of childhood overweight/obesity must be a standard of care 
included with every pediatric encounter in the ambulatory/retail care setting. 
Theoretical Framework  
 The Health Belief Model (HBM) is a psychological model that attempts to explain 
and predict health behaviors by focusing on the attitudes and beliefs. The model was 
developed in the early 1950s by a group of social psychologists at the United States Public 
Health Service.  The HBM was an attempt to understand the widespread failure of people to 
accept disease preventives; it was later applied to patients’ responses to symptoms and to 
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compliance with prescribed medical therapies (Janz & Becker, 1984). The HBM is by far the 
most commonly used theory in health education and health promotion (Glanz, Rimer, & 
Lewis, 2002; National Cancer Institute, 2003) and will serve as the theoretical framework 
for this project. 
Theoretical Constructs 
 The framework supporting the HBM is that personal beliefs ultimately influence 
health behavior. The NP’s personal beliefs may influence what health behaviors are taught 
to their patients. These beliefs are often influenced by the four main theoretical constructs: 
perceived seriousness, perceived susceptibility, perceived benefits and perceived barriers. 
More recently, other constructs have been added to the HBM; the model has been expanded 
to include cues to action, modifying factors, and self-efficacy (Heiss, 2005).   
NP beliefs have profound effect on their assessment and treatment practices. Thus, 
NP beliefs may create barriers to recognition, prevention, and treatment strategies that 
should be utilized with overweight/obese child. To reduce these barriers education and 
evidence based interventions need to be offered to the NPs working in the ambulatory care 
environment. The HBM framework supports the framework for this project; increased NP 
knowledge will change beliefs about pediatric overweight/obesity, and will translate into 
improved clinical practices in the ambulatory care settings.  
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Table 1 
The Constructs and Definitions for the Health Belief Model (Heiss, 2005) 
Constructs Definitions  
Perceived Susceptibility Belief about getting a disease or condition. 
Perceived Seriousness Belief about the seriousness or severity of a disease. 
Perceived Benefits Belief about the potential positive aspects of a health action. 
Perceived Barriers Belief about the potential negative aspects of a particular 
health action.  
Cues to Action Factors which trigger action. Events, people, or things that 
move people to change their behavior. 
Self-Efficacy Belief that one can achieve the behavior required to execute 
the outcome. 
Modifying Factors Individual factors that affect rather the new behavior is 
adopted (age, personality, sex, socioeconomic status, and 
knowledge). 
 
 
Problem Statement 
 Literature reveals a general lack of NP knowledge in the management of pediatric 
obesity in one study, forty percent of the 99 NP participants reported not using any 
guidelines in their prevention practices. More than half of the NP’s sampled reported never 
or rarely using body mass index (BMI) to identify the rate of weight gain in their patients 
(Larsen, Mandleco, & Tiedman, 2006).  This work, as well as the aforementioned studies 
demonstrates a need to provide education to NPs to improve the management quality of 
pediatric obesity. 
Purpose 
 Once providers are confident with their own abilities to address pediatric obesity, 
they are more comfortable utilizing prevention strategies (Jelalian, Boergers, Alday, and 
Frank, 2003). The purpose of the project was to improve NP participants’ knowledge of 
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prevention, recognition, and treatment of pediatric obesity. By providing education and 
increasing confidence this may remove some of the perceived barriers making the 
management of pediatric obesity an attainable goal for the NP.  
Project Implementation 
Project Objective 
The objective of this project is to educate NPs on pediatric obesity management; 
thereby increasing treatment, recognition, and prevention strategies of NPs in the 
ambulatory care setting.  The Project Director will assess the NP’s knowledge level and 
clinical practices, pre and post-intervention. It is suspected that educating and empowering 
the NP will increase their knowledge and confidence thus preparing them to manage the 
challenges of obese youth. 
Project Scope 
The project scope consists of an educational intervention for NPs to prevent, 
recognize, and treat pediatric obesity in the ambulatory care setting. The project utilized a 
tool kit developed by BlueCross BlueShield of New Mexico (2013) in collaboration with The 
American Academy of Pediatrics, The American Diabetes Association, and the U.S. Centers 
for Disease Control and Prevention. The tool kit is titled “Prevention and Treatment of 
Pediatric Obesity and Diabetes” (Appendix A). The tool kit includes general risk assessment, 
physical risk assessment, behavioral risk assessment, and discussion of common diseases 
related to childhood obesity. The “Screening and Treatment of Child and Adolescent 
Overweight and Obesity” pocket resource, developed by Missouri Council of Activity and 
Nutrition (MoCAN) (2012), will be used as it provides an excellent summary of all the tool 
kit contents (Appendix B). Permission was granted to utilize both tools by the above stated 
organizations. It was anticipated that increased NP knowledge would translate into 
improved clinical practice in the ambulatory care settings.  
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Project Budget 
The budget needed to complete the project was less then $200. This included all 
materials for the toolkit and transportation costs.  
Sample 
The sample was selected by convenience sampling.  According to Wood and Ross-
Kerr (2011), in a convenience sample the researcher goes to the setting and selects the 
sample that meets a predetermined criterion. The sampling criterion included nurse 
practitioners that practice in an ambulatory care setting. Nurse practitioners who work in a 
national retail pharmacy that specializes in ambulatory care located within the retail setting 
were recruited as participants. The sample size was intended to be 15-20 participants 
spanning from two different districts located within a mid-western state. 
Design 
A questionnaire was the source of data collection for the project (Appendix C). 
Wood and Ross-Kerr (2011) state that when the objective is to find out what people believe 
or think, the most effective method is to ask questions directly of the person. The purpose of 
asking questions is to find out what is going on in the minds of the subjects - their 
perceptions, attitudes, beliefs, feelings, motives, plans, past events, and recall. Research 
questionnaires are best designed to collect primary, self-reported data (Wood & Ross-Kerr, 
2011). There are many advantages to using the questionnaire including they are less 
expensive and less time is spent collecting the data as the instrument may be given to a 
number of individuals simultaneously. Another advantage is that participants feel they can 
remain anonymous, and as a result may be more likely to express their opinions. The 
questionnaire is also standard from one participant to the next and is not susceptible to 
changes in emphasis.   
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The project design utilized a questionnaire developed by Story et al (2002); all the 
questions in the instrument were previously validated for content through a comprehensive 
review of the literature and through discussions with obesity experts and clinicians who 
worked with overweight youth. The questionnaire will be discussed in greater detail in the 
“Instrumentation” section.  
The results of the participants’ questionnaire were kept confidential, as the Project 
Director is employed by the same national retail pharmacy ambulatory care clinic and did 
not want to create an uncomfortable environment for potential participants.  The design 
consists of assessing NP knowledge both pre and post-intervention.  After informed consent 
was obtained, pre-intervention knowledge was assessed by administration of the 
questionnaire. Following the administration of the questionnaire, a power point 
presentation was offered discussing the significance of pediatric obesity, as well as 
participant education on the use of the toolkit. Post-intervention knowledge was measured 
after the participant utilized the toolkit for a two-month period.  In addition, due to the 
decreased response rate in the post-intervention questionnaires (n=9) at the follow-up staff 
meeting, the Project Director utilized Google Plus and sent all the project participants the 
questionnaire electronically, this forum continued to maintain their confidentiality. This 
technique allowed for a 33% increase in the response rate. The total post-intervention 
sample size was 12 (n=12).  
Methodology 
The AOCA measures ordinal data utilizing the classic Likert scale. According to 
Wood and Ross-Kerr (2011) standard inferential statistics that rely on mean scores are 
inappropriate for analysis of ordinal and nominal data. Nonparametric statistical tests such 
as the Sign Test, the Wilcoxon Signed-Rank Matched Pairs Test, or the Mann-Whitney U Test 
are more appropriate for the analysis of ordinal data.  
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 According to Burns and Grove (2009) the Sign test was developed for data that is 
difficult to assign numerical values. While the standard t-test relies on interval or 
continuous data – where the scale of measurement between any two adjacent points is the 
same – the Sign Test allows data to be ranked utilizing dimensions such as agree-disagree. 
While unequal sample size does not violate the assumptions of the Sign Test, unusually 
small sample size limits the power to test for significance.  Given a lower than desired 
response rate for the pre and post-intervention respondents, 19 and 12 respectfully, the 
Sign Test is not ideal. 
The Wilcoxon Signed-Rank Matched Pairs Test is usually used to measure changes 
that occur in pre-test/post-test measures (Burns and Grove, 2009). Measuring both the 
direction and magnitude of the change, the Wilcoxon test is more powerful than the Sign 
test.  Using pre and post-intervention scores to measure the change for each respondent to 
test for significance, the Wilcoxon Test requires not only equal sample size, but that each 
response has both pre and post-intervention scores.  As stated previously, this study 
employed a convenience sample of nurse practitioners from a large, national retail 
pharmacy.  As the Project Director was also employed by the same retail pharmacy, 
particular attention was placed on maintaining the confidentiality of the respondents.  As a 
result, the pre and post-intervention groups were treated as independent samples, thus 
making the Wilcoxon Test inappropriate for use on this sample. 
The Mann-Whitney U-Test can be viewed as a parallel test to an independent sample 
t-test (Salkind, 2014).  Utilizing the median to rank order responses, the Mann-Whitney U-
Test calculates the sum of the ranks and utilizes the U score to determine significance by 
comparing the change in rank sum.  As such, the U-test does not require equal sample size 
and would allow for the inclusion of all responses, pre and post-intervention. 
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Given the small sample size and unequal number of pre and post-intervention 
respondents, a simple analysis of the mode was first utilized to examine overall change in 
responses, including magnitude and directionality.  As stated previously, the use of 
alternative measurements of central tendency such as the mode, the most common 
response, or the median, the middle value in a rank ordered set of responses, is more 
appropriate for analysis of ordinal data than use of mean scores.   Pre and post-intervention 
responses were entered into an Excel database and Excel statistical tools were utilized to 
calculate the mode, median and frequency distribution for each variable, and statistical 
analysis.  The Mann-Whitney U-test was used to determine statistical significance for each 
pre-post intervention change in mode or median score.  Frequency distributions were 
plotted on bar charts for each variable with changes in pre and post-intervention responses.  
Protection of Human Participants 
As with any social research, protection of participant’s rights and well-being are 
critical. Approval was obtained from the Otterbein Institutional Review Broad (Appendix D) 
and the national retail pharmacy’s Research and Legal Council (Appendix E). The key to this 
approval was the development of a Participant Consent Form (Appendix F). The consent 
informs the participants about the nature of the project, risks and benefits of the project, 
how the data will be utilized, contacts to call with questions or concerns, and participant’s 
rights.  
Outcomes and Analysis 
 This section includes a description of the project sample and the project findings.  
Results are discussed according to section and question number within the questionnaire. 
In addition, the results are presented in tables within the data analysis section.  
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Participant Characteristics 
 The sample consisted of 19 (n=19) respondents to the pre-intervention 
questionnaire and 12 (n=12) respondents to the post-intervention questionnaire. During 
data collection for the pre-intervention questionnaire the respondents were asked to 
complete a separate document titled “Participant Data Form” to provide additional 
demographic information  (Appendix G). The pre-intervention sample included 3 males 
(n=3) and 16 females (n=16).  The average age for the NP participants was 41 years. The 
average years as a registered nurse prior to becoming a NP was 13 years and the median 
was 8 years. Three (n=3) participants reported that they practice in both rural and urban 
settings; two (n=2) reported practicing only in a rural setting and 14 (n=14) reported 
practicing only in an urban setting. 
 In addition, pre-intervention participants identified several sources that could 
improve their ability to treat overweight children and adolescents. The participants 
responded to the variables with “yes or no” answers.  Based on these responses percentages 
were calculated.   
 Ninety-five percent of the participants reported that utilizing professional 
guidelines (UTIL5A), and attending CME conferences both nationally (UTIL5C) and locally 
(UTIL5D) might improve NP treatment skills.  Eighty-four percent responded utilizing 
government guidelines (UTIL5B) and web sites (UTIL5E) could improve NP treatment 
abilities. Seventy-three percent reported using telephone (UTIL5F) and televised 
conferences (UTIL5G), and having textbooks (UTIL5I) available would improve their 
treatment strategies and only 58% reported the videos (UTIL5H) would be a valuable 
resource for them. These results suggest that participants would be more likely to utilize 
professional guidelines and conferences to improve their clinical practice and less likely to 
utilize videos, textbooks, and televised/phone conferences. 
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Instrumentation 
 
The project utilized the Assessment of Overweight in Children and Adolescents 
(AOCA) tool, developed by Story and others (2002) (Appendix H). Content validity for the 
instrument was established through a comprehensive review of the literature and through 
discussions with obesity experts and clinicians who worked with overweight youth. The 
instrument was developed to study multiple domains of pediatric obesity, including: 1) 
attitudes toward managing child and adolescent obesity, 2) perceived barriers in the 
treatment of overweight children and adolescents, 3) perceived skill level in obesity 
management and interest in training, and 4) preferred sources of information on obesity 
treatment modalities. Mary Story, Ph.D, referenced above, was contacted by e-mail 
requesting permission to utilize the instrument in a scholarly research project. Permission 
was granted and the eight-page instrument was obtained (Appendix I). 
 The AOCA is a Likert scale instrument and contains two sections, the first focusing 
on the experiences and attitudes of the healthcare professional and the second on the 
assessment and actual treatment of the overweight child. This project utilized all of the 
questions within the first section and a majority of the questions in the second section of the 
AOCA. The selected questions address the specific needs of retail heath/ambulatory care 
environment. The questions not utilized include those pertaining to laboratory testing, 
pharmacological treatments, family health history and referrals. This instrument was titled 
“AOCA: Short Form for Use in Ambulatory Care” (Appendix C).  A panel of clinical experts 
reviewed the shortened instrument and found it to be appropriate for the scope of the 
project. 
Data Analysis and Findings 
 
 Data analysis was completed as described within methodology utilizing an analysis 
of both the mode and median for each question to determine whether or not there was a 
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change in the pre-intervention/post-intervention response. An analysis of pre and post-
frequency distributions was used to determine the direction and extent of that change.  
Statistical significance of each change was tested utilizing the Mann-Whitney U-Test.  Mode, 
median, and statistical significance were calculated utilizing Excel.  
Section One of the AOCA: Short Form for Use in Ambulatory Care. 
 Section one of the AOCA: Short Form for Use in Ambulatory Care focuses on NP 
perceptions as they relate to overall treatment of the overweight pediatric patient. There 
are five individual questions within this section. The responses are ordinal in nature and 
utilize a 3 or 5-point Likert scale.  
Question One 
 
Table 2  
 
Provider Clinical Perceptions about Childhood/Adolescent Overweight 
 
Variable 
Pre-Intervention 
Score (PRE) 
Post-Intervention 
Score (PST) 
Change 
PCP1A 4 4 -- 
PCP1B 4 4 -- 
PCP1C 2 1 -1 
PCP1D 2 1 -1 
PCP1E 3 3 -- 
PCP1F 2 3 +1 
PCP1G 4 4 -- 
PCP1H 4 4 -- 
 
 
 Question one contains eight variables clarifying the NP’s experiences and attitudes 
toward pediatric overweight (Table 2). The defining variable for this question is 
represented as provider clinical perceptions (PCP). These variables were measured on a 5-
point Likert scale: 4) most of the time, 3) often, 2) sometimes, 1) rarely, and 0) never.  
 Pre-intervention responses indicated that participants viewed childhood (PCP1A, 
“most of the time”) and adolescent (PCP1B, “most of the time”) overweight as a condition 
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that required treatment.  Participants initially reported “sometimes” overweight children 
(PCP1C) and adolescents (PCP1D) would outgrow their overweight and “sometimes” 
adolescent overweight is more amendable to treatment then adult overweight. 
 Post-intervention participants responded that “rarely” overweight children (PCP1C) 
and adolescents (PCP1D) would outgrow their overweight and “often”  
adolescent overweight is more amendable to treatment then adult overweight (PCP1F). In 
addition, participants reported both pre and post-intervention “most of the time” being 
overweight in childhood or adolescence would have an effect on chronic disease 
development (PCP1G) and quality of life (PCP1H) in the future. These results suggest that 
participating in the project improved provider knowledge base in regards to 
overweight/obese children and adolescents, particularly as it relates to obesity and other 
chronic health conditions as an adult.  It should be noted that none of the changes in central 
tendency were noted to be statistically significant. 
Question Two 
 
Table 3  
 
Provider Perceptions about Barriers to Treatment 
 
Variable 
Pre-Intervention 
Score (PRE) 
Post-Intervention 
Score (PST) 
Change 
BAR2A 3 4 +1 
BAR2B 3 3 -- 
BAR2C 3 3 -- 
BAR2D 2 2 -- 
BAR2E 2 3 +1* 
BAR2F 2 3 +1* 
BAR2G 3 3 -- 
BAR2H 3 2 -1 
BAR2I 2 2 -- 
* Change is statistically significant at p < 0.05 
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 The second question contains nine variables to identify potential NP barriers to 
effective treatment of overweight children and adolescents (Table 3). The defining variable 
for this question is represented as barrier (BAR). These variables were measured on a 5-
point Likert scale: 4) most of the time, 3) often, 2) sometimes, 1) rarely, and 0) never.  
 Pre-intervention responses indicated that participants perceived that their clinical 
knowledge (BAR2E, “sometimes”) and treatment skills (BAR2F, “sometimes”) were 
occasional barriers to effective treatment.  Participants were also less likely to view lack of 
patient motivation (BAR2A, “often”) as a barrier. In addition, pre and post-intervention 
participants felt lack of parental involvement (BAR2B, “often”), and clinician time (BAR2C, 
“often) was frequent barriers to effective treatment of pediatric overweight/obesity.  
 Post-intervention scores demonstrate participants increasingly believed lack of 
patient motivation (BAR1A, “most of the time”), lack of clinician knowledge (BAR2E, 
“often”), and lack of clinician treatment skills (BAR2F, “often”) were the most serious 
barriers to treatment of pediatric overweight/obesity. The increase in scores for lack of 
clinician knowledge (BAR2E) and lack of clinician treatment skills (BAR2F) were both noted 
to be statistically significant (p< 0.05).  These results suggest that participation may have 
increased self-awareness related to the provider’s own knowledge, skill, and comfort levels, 
ultimately becoming more evident as barriers to providing effective treatment.    
Question Three 
Question three examined how often participants use information from multiple 
sources to assess and treat overweight children and adolescents (Table 4).  The defining 
variable for this question is represented as information (INF).  Question three contains eight 
variables describing potential sources for provider information. These variables were 
measured on a 5-point Likert scale: 4) most of the time, 3) often, 2) sometimes, 1) rarely, 
and 0) never. 
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Table 4  
 
Provider Sources of Information 
 
Variable 
Pre-Intervention 
Score (PRE) 
Post-Intervention 
Score (PST) 
Change 
INF3A 2 3 +1 
INF3B 2 3 +1* 
INF3C 2 3 +1 
INF3D 2 2 -- 
INF3E 3 2 -1 
INF3F 2 2 -- 
INF3G 2 3 +1 
INF3H 0 2 +2* 
* Change is statistically significant at p < 0.05  
 
 Pre-intervention responses indicated that participants were most likely to rely on 
past experiences (INF3E, “often”) to inform practice.  In addition, participants were less 
likely (“sometimes”) to rely on information from nursing/graduate school (INF3A), 
professional journals (INF3B), seminars/CME courses (INF3C), textbooks (INF3D), mass 
media (INF3F), and computer programs/websites (INF3G).  Pre-intervention respondents 
reported “never” using information from pharmaceutical companies (INF3H). 
Post-intervention scores demonstrate less reliance on past experience (INF3E, 
“sometimes”) and increased reliance on more appropriate sources such as information from 
nursing/graduate school (INF3A), professional journal articles (INF3B, p < 0.05), 
seminars/CME courses (INF3C), computer programs/websites (INF3D), and 
pharmaceutical companies (INF3H p < 0.05).  These results suggest that participation my 
have raised awareness about the need to address childhood/adolescent overweight, and 
encouraged practitioners to draw less on their own experiences seeking instead more 
recent and relevant evidence-based information.  
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Question Four 
 
Table 5 
 
Provider Self-Perceptions of Skills for Treatment of Overweight 
 
Variable 
Pre-Intervention 
Score (PRE) 
Post-Intervention 
Score (PST) 
Change 
SKL4A 2 2 -- 
SKL4B 2 2 -- 
SKL4C 2 2 -- 
SKL4D 2 2 -- 
SKL4E 2 2 -- 
SKL4F 2 2 -- 
SKL4G 2 3 +1 
 
  
 Question four rates NP skill proficiency in treating and assessing overweight in 
children and adolescents (Table 5). The defining variable is represented as skill (SKL).  
Question four contains seven variables describing different areas of skill proficiency for the 
participant. This question is based on a 3-point Likert scale. The ratings are from low to 
high: 1) low, 2) moderate and 3) high.  
 Participants pre and post-intervention rated their proficiency in behavioral 
management strategies (SKL4A), modification of diet/eating practices (SKL4B), 
modification of physical activity (SKL4C), modification of sedentary behavior (SKL4D), 
guidance in parenting techniques (SKL4E), and addressing family conflicts/concerns 
(SKL4F) as “moderate.” The participants rated their proficiency in assessment of degree of 
overweight (SKL4G) in children and adolescents as  “moderate” pre-intervention and “high” 
post-intervention. While the change was not statistically significant, this result suggests that 
the participants gained more confidence in their own ability to assess the degree of 
overweight in the pediatric population from participation in the project and utilization of 
the toolkit.  It should be noted that the non-follow up nature of the ambulatory care setting, 
PEDIATRIC OBESITY 
 
21 
makes application of many of these intervention strategies difficult.  This is discussed 
further in Section Five as a potential limitation and consideration for future application.  
Discussion: Section Two of the AOCA: Short Form Use in Ambulatory Care. 
 Section two of the AOCA: Short Form for use in Ambulatory Care focuses on NP 
approach to assessment and treatment of overweight children and adolescents. There are 
seven individual questions within this section. The responses are ordinal in nature and 
utilize a 3 or 5-point Likert scale. 
Question One 
 
Table 6 
 
 Frequencies of Recommendations Regarding Weight Control 
 
Variable 
Pre-Intervention 
Score (PRE) 
Post-Intervention 
Score (PST) 
Change 
REC1A 0 0 -- 
REC1B 0 2 +2* 
REC1C 2 2 -- 
REC1D 2 2 -- 
* Change is statistically significant at p < 0.05 
  
 Question one contains four variables to clarify the participant’s willingness to 
identify and address overweight children and adolescents and how often they made 
recommendations about weight control for these patients (Table 6). The defining variable 
for this question is recommendations (REC).  These variables were measured on a 5-point 
Likert scale: 4) most of the time, 3) often, 2) sometimes, 1) rarely, and 0) never.  
 Pre-intervention, respondents reported “never” making recommendations for 
weight management for children aged 5 years or less (REC1A & REC1B).  Respondents were 
more likely to make recommendations regarding weight control (“sometimes”) for both 
pre-pubertal, school-aged children (REC1C) and adolescents (REC1D).  
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 Post-intervention responses remained unchanged for infants (REC1A), school-aged 
children (REC1C), and adolescents (REC1D).  However, respondents were significantly more 
likely (p <0.05) to make weight control recommendations for pre-school aged children 
(REC1B). 
 These results suggest that the providers are now aware that children are not likely 
to outgrow their overweight and the problem needs to be addressed when it is identified.  
In addition, despite a willingness to address issues of overweight in children of nearly any 
age, it is clear those providers continue to struggle with how best to identify or address 
issues in overweight, especially in infants. 
Question Two 
 
Table 7  
 
Provider Use of Methods for Assessing Childhood/Adolescent Overweight 
 
Variable 
Pre-Intervention 
Score (PRE) 
Post-Intervention 
Score (PST) 
Change 
ASS2A 2 3 +1* 
ASS2B 1 2 +1 
ASS2C 1 3 +2 
ASS2D -- -- -- 
ASS2E 1 2 +1 
ASS2F 4 4 -- 
ASS2G 1 4 +3 
ASS2H 0 0 -- 
ASS2I 0 2 +2* 
* Change is statistically significant at p < 0.05 
 
 Question two contains eight variables identifying NP methods to assess excess 
weight in children and adolescents (Table 7). The defining variable for this question is 
assessment (ASS). These variables were measured on a 5-point Likert scale: 4) most of the 
time, 3) often, 2) sometimes, 1) rarely, and 0) never.  
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 Pre-intervention the participants were more likely to use their clinical impression 
(ASS2A, “sometimes”) to judge excess weight. They stated that they “rarely” used weight for 
age percentile (ASS2B), change in weight velocity (crossing percentiles) (ASS2E), and body 
mass index percentile (ASS2G) to assess excess weight gain in pediatrics.  
 Post-intervention, the participants were more likely to use multiple methods to 
assess excess weight in children and adolescents. Participants reported they would use 
weight for age percentile (ASS2B, “sometimes”), weight for height percent, (ASS2C, “often”), 
change in weight velocity (ASS2E, “sometimes”), waist-hip ratio (ASS2I, “sometimes”) and 
BMI percentile (ASSG, “most of the time”). Participants reported “most of the time” they 
would use body mass index BMI (ASS2F) to assess excess weight gain both pre and post-
intervention. Amongst each of these increases, only the further reliance on clinical 
impression (ASS2A) and increase use of waist-hip ratio (ASS2I) were noted to be 
statistically significant (p <0.05).  It is difficult to draw a conclusion given the results.  While 
the change and directionality of the responses seem to suggest that respondents became 
increasingly reliant upon the use of multiple assessment measures for determining the level 
of overweight, the NP’s clinical impression seems to persist as the dominant response post-
intervention.     
Question Three 
Question three contains nine variables to identify NP ability to evaluate children and 
adolescents for overweight (Table 8). The defining variable for this question is 
consideration (CON). These variables were measured on a 5-point Likert scale: 4) most of 
the time, 3) often, 2) sometimes, 1) rarely, and 0) never. 
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Table 8  
 
Provider Considerations for Causes of Childhood/Adolescent Overweight 
 
Variable 
Pre-Intervention 
Score (PRE) 
Post-Intervention 
Score (PST) 
Change 
CON3A 2 2 -- 
CON3B 4 3 -1 
CON3C 4 2 -2 
CON3D 0 2 +2* 
CON3E 3 3 -- 
CON3F 4 3 -1 
CON3G 4 4 -- 
CON3H 3 3 -- 
CON3I 4 3 -1 
* Change is statistically significant at p < 0.05 
  
 Pre-intervention, respondents reported that parent (CON3F) or patient (CON3G) 
concern regarding weight were the most common triggers (“most of the time”) for 
discussion of childhood/adolescent overweight and that they were equally likely to 
consider eating disorders (CON3B), depression (CON3C), and family dynamics (CON3I) 
during evaluation.  Respondents were less likely to consider the patients readiness to make 
changes (CON3E, “often”), the patient reporting being teased about weight (CON3H, 
“often”), or the patients self-esteem (CON3A, “sometimes”).  In general respondents did not 
consider a history of abuse (CON3D, “never”) when assessing overweight pre-intervention. 
 Post-intervention, considerations for self-esteem (CON3A), patient readiness to 
make change (CON3E), patient concern about weight (CON3G), and being teased about 
weight remain unchanged.  Consideration of eating disorders (CON3B), parent concerns 
about weight (CON3F), and family dynamics (CON3I) decreased slightly from “most of the 
time” to “often”, while considerations of depression decreased most substantially from 
“most of the time” to “sometimes.”  While most respondents reported “never” considering a 
history of physical, mental, or emotional abuse as it relates to childhood/adolescent 
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overweight pre-intervention, this changed substantially post-intervention (“sometimes”).   
This change was noted to be statistically significant (p<0.05). 
 These changes seem to validate the results in the previous variable “BAR” (Table 3) 
that suggested that clinician knowledge was a primary barrier to treatment pre-
intervention.   
Question Four 
 
Table 9  
 
Provider Considerations for Childhood/Adolescent Activity Level 
 
Variable 
Pre-Intervention 
Score (PRE) 
Post-Intervention 
Score (PST) 
Change 
ACT4A 4 4 -- 
ACT4B 3 3 -- 
ACT4C 1 3 +2 
ACT4D 4 4 -- 
* Change is statistically significant at p < 0.05 
  
 Question four contains four variables to evaluate provider assessment of physical 
activity. The defining variable for this question is activities (ACT). These variables were 
measured on a 5-point Likert scale: 4) most of the time, 3) often, 2) sometimes, 1) rarely, 
and 0) never.  
 Respondents reported that they would ask most frequently about patient 
participation in organized activities (ACT4A, “most of the time”) and the patient’s level of 
sedentary behaviors, such as time spent watching TV, playing video games/computer, or 
reading (ACT4D, “most of the time”).  Though still a primary consideration, respondents 
were less likely to ask about unstructured physical activity/free play (ACT4B, “often”), and 
less likely still to consider routine activities such as walking to school or the bus stop 
(ACT4C, “rarely”).  
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 Post-intervention, responses remained unchanged for considering a patient’s 
participation in organized activities (ACT4A), the patient’s sedentary behaviors (ACT4D), 
and the patient’s level of unstructured activity/free play (ACT4B). Consideration of routine 
activities (ACT4C, “often”) increased substantially from pre-intervention measures.  Though 
the change was not noted to be statistically significant, the directionality suggests that 
participation may have provided NPs with new insights related to simple strategies for 
increasing patient physical activity.   
Question Five 
 Question five identifies how NPs in the ambulatory care setting usually obtain a diet 
history. The question contained six of the most common methods: 1) one day recall, 2) diet 
dairy, 3) usual or typical food intake, 4) food frequency questionnaire, 5) frequency of 
specific foods, and 6) eating practice or pattern. The participant chose only one answer both 
pre and post-intervention.  The most repeated method pre and post-intervention was usual 
or typical food intake. This response may be because typical food intake is an accurate way 
to assess caloric consumption and is very quick and easy to utilize in the ambulatory care 
setting.  
Question Six 
 Question six identified whom the participants were most likely to engage in the 
treatment process while treating overweight children and adolescents. Three options were 
available: 1) patient alone, 2) patient and parents, and 3) patient, parents and other 
household members. For all age groups the participants reported they would engage both 
the patient and parents in the treatment process both pre and post-intervention.  This is a 
likely response because the participants were already aware that changing a pediatric 
patient’s home and school environments would take the commitment from the parents, as 
well as the child. 
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Question Seven 
 
Table 10  
 
Treatment Approaches for Childhood/Adolescent Overweight 
 
Variable 
Pre-Intervention 
Score (PRE) 
Post-Intervention 
Score (PST) 
Change 
TREAT7A 1 2 +1 
TREAT7B 2 2 -- 
TREAT7C 1 1 -- 
TREAT7D 
TREAT7E                          
TREAT7F 
TREAT7G 
TREAT7H 
TREAT7I 
TREAT7J 
 
1 
0 
0 
2 
2 
2 
2 
1 
0 
0 
2 
2 
2 
2 
-- 
-- 
-- 
-- 
-- 
-- 
-- 
 
  
 Question seven contains ten variables to evaluate NP treatment approaches for 
children/adolescent overweight. The defining variable for the question is treatment 
(TREAT). These variables were measured on a 3-point Likert scale: 2) often, 1) sometimes, 
and 0) never.  
 Pre-intervention participants reported treating pediatric overweight by changing 
eating patterns (TREAT7A, “sometimes”), using a low fat diet (TREAT7C, “sometimes”), and 
attempting a modest caloric restriction (TREAT7D, “sometimes”).  Participants reported 
they “often” would limit certain types of food (TREAT7B), increase organized activity 
(TREAT7G), increase unstructured play (TREAT7H), increase routine activity (TREAT7I) 
and decrease sedentary behaviors (TREAT7J) both pre and post-intervention. All NPs 
reported that they would “never” implement a very low calorie diet (TREAT7E) or a 
commercial diet fast/ meal replacement program (TREAT7F) as a treatment option for 
pediatric overweight/obesity both pre and post-intervention.  The only change noted post-
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intervention was increased reliance on the use of changes in eating patterns (TREAT7A, 
“often”) as a way to treat pediatric overweight/obesity. This change was not noted to be 
statistically significant.  These results indicate that the participants were well versed on 
appropriate treatment methods prior to project participation. These responses were likely 
due to the NPs graduate level education on pediatric health and assessment. 
Conclusions, Summary & Recommendations 
Summary of Project Findings 
It was established during the pre-intervention phase that the participants already 
understood that being overweight in childhood and adolescence could lead to the 
development of chronic diseases and have an adverse effect on future quality of life. 
Participants responded that they were relatively proficient in many of the skills used to 
prevent the development of pediatric obesity (modifying diet, providing guidance for 
parents and addressing family concerns) and responded that childhood and adolescent 
overweight is a condition that needed treatment.  In addition, participants indicated that 
they were confident with many techniques used for pediatric obesity treatment. The 
responses indicated that the NPs utilized multiple treatments in the past, such as, limitation 
of certain foods, implementation of a low fat diet, modest calorie restrictions, increasing 
physical activity, and decrease sedentary behaviors.  
The project results found growth in the participants’ ability to prevent, recognize 
and treat pediatric obesity. After providing education and a period to utilize the tool kit, the 
participants improved in many areas assessed within the questionnaire. Post-intervention 
participants reported that children would not outgrow being overweight, and identified that 
a significant barrier to pediatric obesity treatment was not the patient, but the lack of  
education on the part of the NP.  The participants began to seek education in more 
PEDIATRIC OBESITY 
 
29 
evidence-based resources and relied less on their own experiences to shape their treatment 
strategies.  
 The participants also began to use more reliable methods to assess excess weight. 
Initially the participants reported using their own clinical impression as a method to assess 
overweight in a child. After utilization of the tool kit, the NPs began to use other 
recommended methods to assess excess weight in a pediatric patient: weight for age 
percentile, weight for height percent, change in weight velocity, BMI percentiles, and waist 
circumference. The participants were also more likely to recognize overweight and 
recommend weight control measures to preschoolers.   
 Many of the participants stated during free dialogue that they did not feel they were 
prepared to treat this condition in graduate school. They recognized pediatric obesity as a 
huge problem, but did not possess the knowledge and skills to appropriately treat the 
overweight/obese pediatric patient. These participants echoed what was reported in the 
review of literature. The implication to advanced nursing practice is simple, providing 
education, in graduate school or even in an informal staff meeting, will ultimately improve 
the care provided to overweight/obese youth and improve their clinical outcomes in the 
future. The cumulative questionnaire results indicate that improved treatment, recognition, 
and prevention of pediatric obesity were achieved, even within the small population that 
participated in the project.  
Limitations of the Project 
A limitation is that these project findings cannot be generalized to multiple practices 
environments.  This is due in part to the small sample size, homogeneity of the sample and 
utilization of a convenience sampling method.  In addition, the questionnaire was designed 
initially for a primary care practice setting, where the patients would likely return for 
further weight reduction interventions. The majority of the questions could be applied to 
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other ambulatory care environments, but not all the questions. This limitation needed to be 
considered while interpreting the data results and in future applications.  
 The time of year that this project was implemented was another limitation.  The 
project was started in November, in the height of cold and flu season. The limitation of time 
to devote to the project may have contributed to the decrease in post-intervention 
participants.  In addition, due to lack of funding, the project was introduced at a staff 
meeting. Consents were signed, education was provided and distribution of the tool kit 
occurred in about 30 minutes. One of the participants stated “that there was a lot of 
information within the tool kit and it would have been nice to have more time to get 
education on all the materials.” With proper funding, project implementation could have 
occurred in a more amendable environment with more then 30 minutes to implement and 
discuss the project. This may have led to more post-intervention participants.  
 Since the Project Director was employed at the sample site, maintaining participant 
confidentiality was important.  In order to accomplish this no unique identifier was placed 
on the questionnaire, causing the pre and post intervention responses to be treated as 
independent samples. This design flaw limited the statistical tests that could be utilized.  By 
not having a unique identifier, there was no way to connect the participant’s pre and post 
questionnaires.  This created a scenario with no matched pairs, thus decreasing the strength 
of the available statistical testing methods.  
Implications for Future Projects  
  A potential direction for research in regards to pediatric obesity and treatment is 
the relationship between obesity and mental health.  During the Project Director’s 
immersion experience in a clinic for overweight and obese children, it was noted that the 
two are closely related. However, more research needs to be completed to better assess 
which component proceeds: obesity or poor mental health. Does the mental disorder lead to 
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obesity or does obesity lead to poor mental health in the pediatric population? This would 
be a timely and excellent research question to consider.   
 Future implications for potential project utilization include: 1) Implementation of 
the project in an environment that is conducive to a longer educational session, 2) 
Implementation of the project in the Spring and Summer months, 3) Lengthening the 
participant utilization timeframe to four months, 4) Provide an electronic forum for 
monthly educational offerings for the participants and 5) Implementation of the project in 
an environment were the Project Director is not affiliated.   
Project Application in Other Settings  
 This project could be applied in multiple practice environments, as well, the 
university setting. The project could easily be utilized in a family or pediatric practice with 
little modification.  In these settings the participants could potentially utilize the non-
modified AOCA, assessing laboratory testing, pharmacological treatments, family health 
history, and referrals.  In addition, the project could be applied as a preventive treatment 
modality for new parents as they are seeking prenatal care.  The new parents could receive 
education on feeding the child the first year of life, as well as, how to raise a healthy and 
happy toddler. Educating parents on a healthy weight for an infant, toddler, and preschooler 
would be critical.  Discussions with parents about how children tend not to outgrow 
overweight, but instead, tend to only develop obesity if left unchecked could be influential 
in helping parents develop good eating habits for the children.  If the framework of this 
project could be used to educate the family and prevent pediatric overweight, then that 
would be a worthwhile task to accomplish.  
 Finally, educational offerings of this project could be applied to the graduate 
curriculum for the advance practice nurse. Discussions on this subject should extend 
beyond simply limiting screen time and sugary drinks. NP’s should be armed with 
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knowledge and skills to help them confidently address issues of childhood obesity. The 
implications of pediatric obesity are limited to the immediate patient and family, but affect 
the entire health of a nation.  As more of the nations NPs are prepared to recognize, prevent, 
and treat pediatric obesity, the health of our children will improve significantly.  
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APPENDIX B 
 
 
MoCan Screening and Treatment of Child and Adolescent Overweight and Obesity 
Pocket Resource 
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APPEDIX C 
 
 
Assessment of Overweight in Children and Adolescents  
(Short Form for use in Ambulatory Care) 
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Assessment of Overweight in Children and Adolescents 
(Short Form for Use in Ambulatory Care) 
Directions:  
For each section check the appropriate box to indicate your experiences. If a 
question does not apply to you leave it blank.  
 
SECTION I: OVERALL TREATMENT-Experiences and Attitudes 
(In the following questions, the term “adolescent” refers to young people who are 
undergoing or have completed puberty.) 
 
1. In your opinion, how often is each of the following statements true?  
 Most of  
the time 
Often Sometimes Rarely Never 
a. Childhood overweight is 
a condition that needs 
treatment. 
     
b. Adolescent overweight is 
a condition that needs 
treatment. 
     
c. Overweight children will 
outgrow their overweight. 
     
d. Overweight adolescents 
will outgrow their 
overweight.  
     
e. Childhood overweight is 
more amenable to 
treatment then adult 
overweight. 
     
f. Adolescent overweight is 
more amenable to 
treatment then adult 
overweight. 
     
g. Overweight in childhood 
or adolescents have an 
effect on chronic disease in 
the future. 
     
h. Overweight in childhood 
or adolescence has an effect 
on quality of life in the 
future.  
     
 
2. In your opinion, how often is each of the following an important barrier to 
effective treatment of overweight children and adolescents?  
 Most of the 
time 
Often Sometimes Rarely Never 
a. Lack of patient 
motivation 
     
b. Lack of parent 
involvement in treatment 
 
     
c. Lack of clinician time      
d. Lack of reimbursement      
e. Lack of clinician 
knowledge about treatment 
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f. Lack of treatment skills      
g. Lack of support 
services (counseling, 
nutrition) 
     
h. Futility (ineffectiveness 
of recommended 
interventions) 
     
i. Concern about 
precipitating eating 
disorders 
     
 
3. How often do you use information from each of the following sources when 
you assess and treat overweight children and adolescents?  
 Most of the 
time 
Often Sometimes Rarely Never 
a. Nursing school/graduate 
school 
     
b. Professional journal 
articles 
     
c. Workshops/seminars/ 
programs/CME courses 
     
d. Textbooks      
e. Past experiences      
f. Mass media      
g. Computer program/ 
websites 
     
h. Pharmaceutical 
companies 
     
 
4. For each of the following skills that are used in treatment of overweight 
children and adolescents, please rate your proficiency in that area.  
 
Skill       Proficiency  
 Low Moderate High 
a. Use of behavioral 
management strategies. 
   
b. Modification of patient 
diet/eating practices. 
   
c. Modification of patient 
physical activity. 
   
d. Modification of patient 
sedentary behavior. 
   
e. Guidance in parenting 
techniques. 
   
f. Addressing family 
conflicts/concerns. 
   
g. Assessment of the degree 
of overweight.  
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5. Which of the following would improve your ability to treat overweight 
children and adolescents?  
 Yes No 
a. Professional guidelines   
b. Government guidelines   
c. CME courses at national professional 
meetings 
  
d. CME courses at local meetings   
e. Computer programs/web sites   
f. Telephone conferences   
g. Televised lectures    
h. Videotapes   
i. Textbooks   
 
SECTION II: Your approach to the assessment and treatment of overweight children 
and adolescents.  
 
1. During the past year, when you identified overweight children or 
adolescents, how often did you make recommendations about weight control?  
 Most of the 
time 
Often Sometimes Rarely Never 
a. Infants (0-2 years)      
b. Preschool children 
(3-5 years) 
     
C. School-age children 
(pre-pubertal)  
     
d. Adolescents 
(pubertal or post-
pubertal to 18 years of 
age) 
     
 
2. How often do you use each of the following methods to assess excess weight 
in children and adolescents?  
 Most of the 
time 
Often Sometimes Rarely Never 
a. Clinical impression       
b. Weight for age 
percentile 
     
c. Weight for height 
percent 
     
d. Weight for height 
percentile 
     
e. Change in weight 
velocity (crossing 
percentiles) 
     
f. Body Mass Index 
(BMI) 
     
g. BMI percentile       
h. Skinfold thickness 
percentile  
     
i. Waist-hip ratio or 
waist circumference 
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3. When you evaluate children and adolescents for overweight, how often do 
you ask about or consider each of the following?  
 Most of the 
time 
Often Sometimes Rarely Never 
a. Poor self-esteem      
b. Eating disorders      
c. Depression      
d. History of abuse 
(physical, sexual , or 
emotional) 
     
e. Readiness to make 
changes to manage 
weight 
     
f. Parent concern 
about weight 
     
g. Patient concern 
about weight 
     
h. Being teased about 
weight 
     
i. Family dynamics      
 
4. When caring for overweight children and adolescents, how often do you 
routinely ask about the following types of activity?  
 Most of the 
time 
Often Sometimes Rarely Never 
a. Organized physical 
activities (youth 
sports) 
     
b. Unstructured 
physical activity or free 
play 
     
c. Routine activity 
(walking to school or 
bus stop) 
     
d. Time spent in 
sedentary  behavior 
(TV, computer, video 
games, or reading) 
     
 
5. When caring for overweight children and adolescents, how is the diet 
history usually obtained? Choose only ONE.  
1. One-day recall  
2. Diet Diary  
3. Usual or typical food intake  
4. Food frequency questionnaire  
5. Frequency of specific foods  
6. Eating practice or pattern  
7. Other, please specify  
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6. When you treat overweight children and adolescents, whom do you 
routinely engage in treatment? (Please mark only one for each age group). 
 Patient alone Patient + Parent(s) Patient+Parent(s)+other 
household members 
a. Preschool children (3-
5 years) 
   
b. School-age children 
(pre-pubertal) 
   
c. Adolescents (pubertal 
or post-pubertal to age 
18) 
   
 
7. When you treat overweight children and adolescents, how often do you do 
the following treatment approaches?  
 Never Sometimes Often 
a. Changes in eating 
patterns (Schedule 
snacks, instead of on 
demand) 
   
b. Limitations of certain 
foods (chips, soda) 
   
c. Low fat diet     
d. Modest caloric 
restriction  
   
e. Very low calorie diet     
f. Commercial diet (slim 
fast or other meal 
replacement programs) 
   
g. Increase in organized 
activity 
   
h. Increase in 
unstructured physical 
activity or free play 
   
i. Increase in routine 
activity (walking) 
   
j. Decrease in sedentary 
behaviors  
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APPENDIX D 
 
 
 
Otterbein Institutional Review Board Approval Letter  
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APPENDIX E 
 
 
 
National Retail Pharmacy’s Research and Legal Council Approval 
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APPENDIX F 
 
 
 
Consent for Investigational Research   
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Consent for Investigational Research  
 
Title of the Project: “Improving the Recognition, Prevention, and Treatment of Pediatric 
Overweight/Obesity in the Ambulatory Care Setting.” 
 
The Objective of the Project is: The objective of this project will be to increase nurse 
practitioner (NP) knowledge related to pediatric obesity management through education, 
thereby, increasing recognition, prevention, and treatment strategies of the NP in the 
ambulatory care setting. 
 
How many people will take part in this project? A minimum of 20-25 NPs that work with 
pediatric patients in the ambulatory care setting will participate in this project. 
 
How long will I be participating in this project? The project will take approximately four 
months from start to finish.  
 
What are the risks of the project?  
*No risks can be identified.  
 
What are the benefits for taking part in this project?  
*It may offer no benefit except to assist the student investigator in completing course work 
for a Doctoral Degree. 
*This project may increase the nurse practitioner’s knowledge of recognition, prevention 
and treatment of pediatric overweight/obesity. 
 
What are the costs?  
*No compensation is provided for participating in this project. 
 
Will the information about me be kept confidential?  
*Identities will not be disclosed on the questionnaire. Results of the questionnaires will be 
kept confidential. 
How will my information be utilized?  
*Information will be summarized with other participants, anonymously in a written report 
that is a requirement for the student investigator to earn a doctoral degree.  
 
What are my rights as a participant?  
*Participation in this project is voluntary. The participant may refuse to be a part of this 
project and may withdrawal from this project at anytime.  
 
Whom do I call if I have questions or problems?  
*If you have questions about your rights as a research participant, you should immediately 
contact the Otterbein University Institutional Review Board’s Chairperson: Robert Kraft, 
PhD, the telephone number is 614-823-1473.  
*If a participant has been injured or harmed by taking part in this project, they should 
immediately communicate with the Principle Investigator, Patricia Keane, PhD, RN, CNP, the 
telephone number is 614-823-1678. 
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Additionally:  
*Participants will be given all other information that either the investigator or Institutional 
Review Board believes is pertinent to make an informed decision whether or not to 
participate in this project. 
*Participants may keep a signed copy of this consent for their records and future reference.  
*Participant’s signatures on consent forms affirm that they are at least 18 years of age. 
 
I hereby freely and voluntarily consent to take part in this project as described above. The 
consent is based on the verbal information provided to me. I have discussed the information 
with the student investigator, Susan Farus-Brown and have been given the opportunity to 
ask questions which have been answered to my satisfaction. Any questions I have about this 
research have been or will be addressed by Susan Farus-Brown. I am free to ask additional 
questions at any time.  I am able to refuse to take part or withdraw from this project at any 
time, without facing any penalty.  
 
My signature below indicates that I voluntarily agree to take part in this project. 
 
 
 
 
 
 
 
Subject’s Signature and Date 
 
 
Student Investigator’s Signature and Date 
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APPENDIX G 
 
 
 
Participant Data Form  
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Participant Data Form  
 
Improving the Recognition, Prevention, and Treatment of Pediatric Overweight/Obesity 
in the Ambulatory Care Setting  
 
 
1. What is your gender (Male or Female)? ___________________________________  
 
2. What is your four-digit year of birth?  _____________________________________ 
 
3. What is your age?  ___________________________________________________________ 
 
4. What is the four-digit calendar year that you were licensed as a RN? ___________ 
 
5. What is the four-digit calendar year that you were licensed as a CNP? ___________ 
 
6. How many years did you practice as a RN prior to becoming a CNP? ____________ 
 
7. Do you practice in a rural or urban setting? _______________________________ 
 
8. What county do you practice in? ____________________________________________ 
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APPENDIX H 
 
 
 
The Original AOCA Instrument  
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APPENDIX I  
 
 
 
Permission to Utilize the AOCA in Scholarly Project 
 
 
 
 
 
 
 
 
 
PEDIATRIC OBESITY 
 
87 
 
PEDIATRIC OBESITY 
 
88 
 
 
 
PEDIATRIC OBESITY 
 
89 
LIST OF REFERENCES 
Barlow, S.E., & Dietz, W.H. (1998).  Obesity evaluation and treatment: Expert committee  
recommendations. Pediatrics, 102(3).  
Basler, B. (2007). Care in the express lane. AARP Bulletin, (48)4.  
Benson, L, Baer, H.J., & Kaelber, D.C. (2009). Trends in diagnosis of overweight and  
obesity in children and adolescents. Pediatrics, 123(1), 153-158.  
Blom-Hoffman, J. (2004). Obesity prevention in children: Strategies for parents and  
school personnel. Communique, 33(3).  
BlueCross and BlueShield of New Mexico. (2013). Physician Guidelines: Prevention and  
Treatment of Pediatric Obesity and Diabetes.  Retrieved from: http:// 
www.bcbsnm.com/provider/clinical/childhood_obesity.html 
Burns, N. & Grove, S.K. (2009). The practice of nursing research appraisal, synthesis,  
and generation of new evidence (6th ed). St. Louis, Missouri: Saunders  
Elsevier. 
 Caprio, S. & Genel, M. (2005). Confronting the epidemic of childhood obesity.  
Pediatrics, 115(2), 494-495. 
De Onis, M., Blossner, M, & Borghi, E. (2010). Global prevalence and trends of  
overweight and obesity among preschool children. American Journal of Clinical  
Nutrition, 92, 1257-1264.  
Dwyer, J.T., Stone, E.J., Yang, M., Feldman, H., Webber, L.S., Must, A., & Parcel, G.S.  
(1998). Predictors of overweight and overfatness in a multiethnic pediatric 
population. American Journal of Clinical Nutrition, 67(4), 602-610. 
Epstein, L.H., Paluch, R.A., Beecher, M.D., & Roemmich, J.N. (2008). Increasing  
healthy eating verses reducing high energy dense foods to treat obesity. Obesity,  
16, 318-326. 
PEDIATRIC OBESITY 
 
90 
Epstein, L.H., Myers, M.D., & Anderson, K. (1996). The association of maternal  
psychopathology and family socioeconomic status with psychological problems in 
obese children. Obesity Research, 4, 65-74.  
Freedman, M.J., & Stern, J.S. (2004). The role of optimal healing environments in the  
management of childhood obesity. Journal of Alternative and Complementary 
Medicine, 10, 231-244. 
Glanz, K., Rimer, B.K. and Lewis, F.M. (2002). Health behavior and health  
education: Theory, research and practice (3rd ed). San Francisco,  
CA: Jossey-Bass. 
Green, G., & Reese, S.G. (2006). Childhood obesity: A growing phenomenon for  
physical educators. Education, 1(127), 121-124.  
Green, G. & Riley, C. & Hargrove, B. (2012). Physical activity and childhood obesity:  
Strategies and solutions for schools and parents. Education, 132(4), 915-940.  
Goran, M. (2001). Metabolic precursors and effects of obesity in children: A decade of  
progress.  American Journal of Clinical Nutrition, 73(2), 158-171. 
Grundy, S.M. (1998). Multifactorial causation of obesity: Implications for prevention.  
American Journal of Clinical Nutrition, 67, 563-572.  
Health Policy Tracking Service. (2008). Innovative health practices in schools. Health  
Promotion, 22, 223-228.  
Heiss, G.L. (2005). Health promotion and risk reduction in the community.  
St. Louis, MO: Elsevier Saunders.  
Hessler, K., & Siegrist, M. (2012). Nurse Practitioner attitudes and treatment practices for  
childhood overweight: How do rural and urban practitioners differ? Journal of the  
American Academy of Nurse Practitioners, 24, 97-106. 
 
PEDIATRIC OBESITY 
 
91 
Hills, A.P., Anderson, L.B., & Byrne, N.M. (2011). Physical activity and obesity in  
children. British Journal of Sports Medicine, 45, 866-870. 
Ihmels, M.A., Welk, G.J., Eisenmann, J.C., & Nusser, S.M. (2009). Development and  
preliminary validation of the family nutrition and physical activity  
(FNPA)screening tool. International Journal of Behavioral Nutrition and Physical 
Activity, 6(14). 
Jay, M., Kalet, A., Ark., T., McMacken, M., Messito, M.J., Richter, R., & Gillespie, C.  
(2009). Physicians’ attitudes about obesity and their associations with competency  
and specialty: A cross-sectional study. BMC Health Services Research, 9, 106-117. 
Janz, N.K. & Becker, M.H. (1984). The health belief model: A decade later. Health  
Education Quarterly, 11(1), 1-47. 
Jelalian, E., Boergers, J., Alday, C.S., & Frank, R. (2003). Survey of physician attitudes  
and practices related to pediatric obesity. Clinical Pediatrics, 42, 235-245.  
Kirschenbaum, D.S., Germann, J.N., & Rich, B.H (2005). Treatment of morbid obesity in  
low-income adolescents: Effects of parental self-monitoring. Obesity Research,  
13, 1527-1529. 
Larson, L., Mandleco, B., Williams, M., & Tiedeman, M. (2006). Childhood obesity:  
Prevention practices for nurse practitioners. Journal of the American Academy of 
Nurse Practitioners, 18, 70-79.  
Luzier, J.L., Berlin, K.S., & Weeks, J.W. (2010). Behavioral treatment of pediatric  
obesity: Review and future directions. Children’s Healthcare, 39, 312-334. 
Miller-Perrin, E., Flower, K.B., Garrett, J. & Ammerman, A.S. (2005). Preventing and  
treating obesity: Pediatricians’ self-efficacy, barriers, resources, and advocacy.  
Ambulatory Pediatrics, 5(3), 150-156. 
 
PEDIATRIC OBESITY 
 
92 
Missouri Council for Activity and Nutrition. (2012). Screening and Treatment of Child  
and Adolescent Overweight and Obesity. Retrieved from http://  
extension.missouri.edu/mocan 
National Association for Sport and Physical Education. (2005). What is a Physically 
Educated Person? Retrieved from http://www.aahperd.org/naspe/ 
National Cancer Institute. (2003). Theory at a glance: A guide for health promotion  
practice. Retrieved from http://www.cancer.gov/cancertopics/ 
cancerlibrary/theory.pdf 
Ogden, C.L., Carroll, M.D., Curtin, L.R., McDowell, M.A., Tabak, C.J., & Flegal, K.M.  
(2006). Prevalence of overweight and obesity in the united states. Journal of the  
American Medical Association, 395, 1549-1555. 
Patel, S.R., & Hu, F.B. (2008). Short sleep duration and weight gain: A systematic  
review. Obesity, 16(3), 643-653. 
Raj, M. (2012).  Obesity and cardiovascular risk in children and adolescents. Indian  
Journal of Endocrinology and Metabolism, 16(1), 13-19. 
Rich, L.E. (2004). Bring more effective tools to the weight-loss table. Monitor on  
Psychology, 35(55).  
Salkind, N.J. (2014). Statistics for people who (think they) hate statistics (5th ed.). Los  
Angeles, California: Sage Publications.  
Schwimmer, J.B., Burwinkle, T.M., & Varni, J.W. (2003). Health related quality of life  
of severely obese children and adolescents. Journal of the American Medical  
Association, 289, 1813-1819. 
Singh, M. & Sharma, M. (2005). Risk factors for obesity in children. Indian Pediatric,  
42, 183-185.   
 
PEDIATRIC OBESITY 
 
93 
Snell, E.K., Adam, E.K., and Duncan, G.J. (2007). Sleep and body mass index and  
overweight status of children and adolescents. Child Development, 78(1), 302-323. 
Sobko, T., Svensson, V., Ek, A.,  Ekstedt, M., Karlsson, H., Johannsson, E., Cao, Y.,  
Hagstromer, M., & Marcus, C. (2011). A randomized controlled trial for overweight 
and obese parents to prevent childhood obesity-early STOPP (Stockholm obesity 
prevention program). BMC Public Health, 11, 336-347.  
Steele, M.M., Steele, R.G., & Hunter, H.L. (2009). Family adherence as a predictor of  
child outcome in an intervention for pediatric obesity: Different outcomes for  
self-report and objective measures. Children’s Health Care, 75, 38-64.  
Story, M.T., Neumark-Stzainer, D.R., Sherwood, N.E., Holt, K., Sofka, D., Trowbridge,  
F.L., & Barlow, S.E. (2002). Management of child and adolescent obesity: Attitudes, 
barriers, skills, and training needs among health care professionals. Pediatrics, 
110(1), 210-214. 
Taveras E.M., Rifas-Shiman, S.L., Oken, E., Gunderson, E.P., & Gillman, M.W.  
2008).  Short sleep duration in infancy and risk of childhood overweight.  Archives of 
Pediatric and Adolescent Medicine, 162(4), 305-311.  
Viebeck, E. (2013). Analysis: ObamaCare will bring flood of new retail clinics, The Hill,  
12. 
Wood, M.J. & Ross-Kerr, J.C. (2011). Basic steps in planning nursing research from  
question to proposal (7th ed). Sunbury, Massachusetts: Jones and Bartlett Publishers. 
World Health Organization Expert Committee on Physical Status. (1995). Physical  
Status: The Use of Interpretation of Anthropometry. Retrieved from 
http://www.who.int/childgrowth/publications/physical_status  
 
 
PEDIATRIC OBESITY 
 
94 
Wright, J.A., Black, A. & Strunin, L. (2009). Obesity prevention in pediatric primary  
care: Implications for the revised expert committee recommendations. Obesity,  
17(Suppl 2), S1-S72. 
 
